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Abstract
Healthcare organizations have come to realize the 21st century brings many challenges. First and
foremost is the challenge of improving patient satisfaction with their health care and their
associated experience accessing this complex system. Other challenges are incorporating the
patient perceptions of delivering high quality, safe, equitable care to the surrounding community
while demonstrating cohesive teamwork. Healthcare professionals and organizations must find
an effective and efficient pathway to provide excellent care to the patient within an extremely
competitive market. Current research demonstrates a patient perceives they are receiving
exceptional care when interdisciplinary conversations are noticed between the nurse and
physician. This perception is realized as interactions of providers become standard practice and
promote the patient's overall health outcomes and care experiences. A comparison of pre-and
post-implementation data revealed an improvement in nurse-physician collaboration and patient
satisfaction and care experience. The post-implementation RN MD Collaboration
SurveyMonkey® revealed 70% of the nurses had a positive perception of strong communication
and collaboration with the physicians. Each profession has an ethical duty to ensure safe quality
care is provided to every patient every time. The importance of open communication between
nurses and physicians is essential to the advancement of patient care quality and safety and the
healthcare system at large. The patient's healthcare experience directly correlates when they
perceive their nurse and physician collaborate on the plan of care.
Keywords: effective communication models, effective team building, collaboration,
communication, job satisfaction, nurse-physician interaction, patient care experience, patient
satisfaction.
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Section II. Introduction
Improving Nurse-Physician Collaboration: Building an Infrastructure of Support
Nurses and physicians often have difficulty establishing healthy collaborative patterns
due to different perceptions of professional practices in the clinical setting. The relationship
between the two professions has been built on established social norms reinforced over time
(Bowles et al., 2016). It is essential nurses, and physicians effectively communicate in the
workplace to ensure the proper and appropriate transfer of information for the sake of quality and
safe patient care.
Healthcare organizations can have a profound effect on nurse-physician collaboration.
Under their formal leadership structure, the organization has an obligation to develop an
interdisciplinary practice forum to discuss attitudes, behaviors, and practices to improve
respectful communication. These practices are outlined in the ethics guidelines of both
professions; American Nurses Association (ANA) (2017) Codes of Ethics Provisions 1.5, 2.3,
and 3.5 and the American Medical Association (AMA) (2017) Chapter 10 sections 4 and 8. An
interprofessional forum can support a culture of safety for collaboration between nurses and
physicians. Patients feel the healthcare team has their best interest at heart when they view the
two professions working closely together. Positive patient satisfaction with their healthcare team
and their experience through the healthcare system can be directly attributed to effective team
communication (McNicholas, 2017; Schneider, 2012). In addition, patient outcomes improve
when nurse-physician collaboration thrives (McNicholas, 2017).
A noncollegial hierarchal structure between nursing and medicine has established a
fundamental divide between the two professions based on several factors not limited to
education, gender, and social norms (Schneider, 2012). These differences can potentially create
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barriers to the effective transfer of vital patient information. Ineffective communication of health
information can lead to severe delays in treatment plans causing undesirable adverse effects such
as delays in treatment from miscommunication (Hughes & Fitzpatrick, 2010). Delays in care can
be negatively perceived by the patient and may reinforce mistrust in the healthcare system
(Hughes & Fitzpatrick, 2010). According to Starmer et al. (2014), the Joint Commission reported
in 2010, 80% of all sentinel events in the hospital setting are the result of ineffective
communication between clinicians. Research has shown effective communication and
collaboration improves patient outcomes and safety while benefiting positive workplace
environments (Baker, Day, & Salas, 2006). In light of these circumstances, how does the nurse
leader's role close the gap and formulate a structure to remove barriers and enhance a truly
collaborative environment?
Setting
The setting for this project initiative was the inpatient units of Kaiser Foundation
Hospitals (KFH) Los Angeles Medical Center (LAMC) incorporating 16 departments (intensive
care, medical/surgical/telemetry care, and maternal-child health). LAMC is a non-profit 560
licensed-bed tertiary medical facility and is the largest medical center in the national KFH
system. The medical center is accredited by the Joint Commission and is currently in the final leg
of a four-year Magnet® designation journey. Many organizations have recognized LAMC for
excellence in healthcare and patient care experience. The American Heart Association and
American Stroke Association awarded the medical center the “Stroke Gold PLUS Quality
Achievement Award” in 2018 for developing and maintaining a strong treatment program while
the maternal child health department has acquired the distinguished “Women's Choice Award,”
and the designation as a “Children's Hospital.” The medical center's campus incorporates over 42
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centers of expertise, including bone marrow transplant, breast imaging, cardiac surgery, a
comprehensive cancer program, neurosurgery, pediatric specialty care, radiology services, spine
surgery, and a stroke care program. LAMC has established expertise in cultural competence as
well by supporting the Armenian and LGBTQ communities. LAMC has affiliated with
translation services to offer over 140 languages to remove communication barriers for members,
patients, and their families.
Problem Description
In April of 2018, the LAMC's Hospital Executive Team (HET), comprised of the Chief
Operating Officer (COO), Chief Financial Officer (CFO), Chief Nurse Executive (CNE),
Associate Area Medical Director (AAMD), and Associate Medical Center Administrator
(AMCA), completed a deep dive into the medical center's Hospital Consumer Assessment of
Healthcare Providers System (HCAHPS) scores. The medical center’s HCAHPS score rating
was stagnating at 3.3 out of 5 stars for more than three years. These scores are closely followed
by federal, state, and corporate payers such as California Medical Health Plan (Medi-Cal),
Centers for Medicare and Medicaid Services (CMS), and an organized union industry. Corporate
payers review these ratings on an annual basis to negotiate and procure health coverage for their
employees. Having a higher score ensures continued procurement of contracts, new and old, for
a stable financial foundation. Higher star ratings show the community the quality of care being
received by patients when accessing the healthcare organization. To maintain a strong presence
in the marketplace, an emphasis on researching current evidence-based practices in healthcare
and strategically securing financial stability became part of the constant focal point of the
organization’s mission, “To provide high-quality, affordable health care services and to improve
the health of our members and the communities we serve” (Kaiser Foundation Hospitals, 2019).
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The organization is a three-part triad consisting of The Medical Group, (TMG), the
Kaiser Foundation Hospitals (KFH), and the Kaiser Foundation Health Plan (KFHP). These three
entities work closely together to provide high quality, safe healthcare to their members while
maintaining a robust financial foot-hold within the healthcare system. As the organization placed
increased emphasis upon healthcare quality, a culture of safety, care experience, and
interprofessional collaboration, it was apparent a quality improvement initiative was required to
address the identified communication opportunities.
PICOT Question
In the in-patient hospital setting, how does an interdisciplinary collaboration triad,
compared to no formal communication forum of the professional nurse and physician affect
patient satisfaction and the care experience within 12 months of implementation?
Review of Literature
A search of the evidence related to the PICOT question was completed in March of 2019
using the following databases: Cochrane Database of Systematic Reviews, CINAHL, Ignacio
Library, and PubMed. The search included key terms and phrases: effective communication
models, effective team building, collaboration, communication, job satisfaction, nurse-physician
interaction, patient care experience, and patient satisfaction. The literature search was limited to
articles published in English from 2008 to 2019. Search priority was given to systematic reviews
and randomized control trials (RCTs). The search yield totaled 486 articles in which 24 initially
were chosen (18 research studies, three systematic reviews, and three expert opinion articles) that
met the selection criteria. Of those, ten articles were chosen for this project based on their
alignment with the PICOT question. The Johns Hopkins Evidence-Based Practice Appraisal
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tools (Dang & Dearholt, 2017) were used to evaluate the level and quality of the articles
reviewed.
According to Starmer et al. (2014), the professions of nursing and medicine together
make up a significant portion of healthcare providers. Supporting collaboration between them is
essential in the development of appropriate treatment plans that lead to the best patient outcomes.
Patients feel the healthcare team is working together to ensure care delivered is carried out
appropriately when they visually observe active collaborative measures.
A true partnership must be formed to begin a collaborative effort between the nurse and
physician. The connection is rooted in trust and best communication practices. The link can be
achieved when each profession starts to relate to one another with mutual purpose and respect
(Brown, Lindell, Dolansky, & Garber, 2015). Older physicians may still disregard the expanded
roles nursing has today and may discredit the wide-breath knowledge nurses possess on the
delivery of evidence-based care practices further limiting the possibility of collaboration (Baker,
Gustafson, Beaubien, Salas, & Barach, 2005).
Collaboration and Patient Harm
Boev and Xiz (2015) completed a secondary analysis of a longitudinal study that used
multilevel modeling to examine relationships between nurse-physician collaboration and patient
infections. Boev and Xia (2015) hypothesized ventilator associated pneumonia (VAP) and
central line associated blood stream infections (CLABSI) were inversely affected by positive
collaboration between the nurse and physician. The reduction in hospital-acquired infections
(HAI) could improve patient outcomes and shorten hospital length-of-stay (LOS). Fundamental
communication between nurse and physician also addresses serious medication errors and further
decreases incidents of sentinel events.
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Boev and Xia (2015) reported VAP was identified as pneumonia occurring in a patient
whose treatment plan included mechanical ventilation for more than two days. The number of
VAPs was multiplied by 1,000 and then divided by the number of ventilator days per month to
calculate the volume. CLABSI was defined as a confirmation of bloodstream pathogen infection
during the use of a central line catheter for more than two days. The same calculation for VAP
was used to determine the rate of infection. Units with favorable perceptions of nurse-physician
collaboration had lower rates of both CLABSI and VAP. The researchers reported that those
units with positive nurse-physician collaborate had rates of CLABSI (p=0.02) and VAP (p=0.01)
with the p=0.05. The data aligned with existing literature on nurse-physician collaboration and
how it benefited patient outcomes. The data gathered also signified the importance of nursephysician collaboration and how this relationship reduces the incidence of HAIs (Boev & Xia,
2015).
According to Wanzer, Wojtaszczyk, and Kelly (2009), patient safety is affected by the
lack of patient-centered communication. Nurse-physician collaboration should involve open
communication between nurses and physicians and shared responsibility for problem-solving and
decision making (Baggs, Ryan, Phelps, Richeson, & Johnson, 1992).
A quantitative descriptive design study conducted by Matzke et al. (2014) was used to
identify areas of communication of labor and delivery nurses and their physician partners during
treatment plan discussions. The study included 29 perinatal nurses and 11 attending physicians in
an urban acute care facility participated using the methodology known as Crew Resource
Management (CRM). CRM was developed as a framework for cockpit team members, who are
highly educated and skilled, to communicate in dynamic and extreme ever-changing working
conditions for the safety and satisfaction of airline passengers. The healthcare and aviation
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industries have similar challenges with unpredictable environments as there is a need to
communicate effectively to ensure the success of a care plan or flight. The hierarchical team
structure, discussed by Pronovost, Wu, and Sexton, (2004), hinders open communication and
revealed differences in how each member relates due to position or status. Lack of
communication has catastrophic implications for both airline passengers and patients.
Status based conversations were found to be the norm in nurse-physician interactions,
very similar to those of cockpit crews. CRM was designed to breakdown the hierarchy to provide
a level playing field in order to engage in two-way communication and the opportunity for
questioning orders and ideas. In the study, 57% of nurse-physician conversations sampled were
considered as collegial and participatory in developing a clear and concise treatment plan.
However, within these conversations, hidden status-based inflections driving treatment were
frequently overlooked until an adverse effect was noted. “Team-centered communication seems
a viable alternative to status-based communication” (Matzke et al., 2014, p., 692). According to
Fischer and Orasanu, (2000) and Fischer, Rinehart, and Orasanu, (2001), effective collaborative
decision-making processes mitigate errors and promote equal positioning for unbridled
conversations that are associated with the best outcomes.
Nurse-Physician Collaboration
House and Havens (2017) completed a systematic review of nurse-physician
collaboration. The purpose of the review was to understand the factors that influence the
different perceptions of collaboration. The authors determined the expansion and modification of
current techniques to improve communication between nurse and physician were warranted. In
February 2016, a full search in PubMed, CINAHL, and Psych Info to identify current literature
and published empirical studies on nurse-physician perceptions on collaboration was completed.
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House and Havens (2017) reported two questions guiding their review were: “What are
the nurses’ and physicians’ perceptions of nurse-physician collaboration” and “What factors
influence nurse’ and physicians’ perceptions of nurse-physician collaboration” (p. 165).
Descriptive studies were identified for selection. These articles were reviewed for quality,
reliability, validity, and appropriateness of the measures and methods used. A total of 16 articles
were selected. Fourteen of the studies were quantitative, and two qualitative. Half of the chosen
studies utilized a descriptive design with most of these using convenience sampling. Many of the
studies included multiple clinical areas within the United States except one which had been
performed in Norway, Canada, Turkey, Mexico, Israel, and Italy.
Six of the 16 studies suggested nurses had more positive collaborative interaction with
the physician partner in comparison to how the physician felt about the nurse partner. In the
systematic review rendered by House and Haven (2017), gender played a large part in nursephysician communication. Nurses on the OB-GYN unit perceived the female residents did not
value their knowledge base or experience as did the male residents. “One nurse stated the female
residents did not respect them as much as the male residents do” (House & Haven, 2017). In this
study, the issue of gender versus occupation played a significant role in determining perceptions
of value.
House and Havens (2017) suggest more research was needed to document and establish a
change of practice. They also recommended a combined educational process to improve
communication. Nurses and physicians are trained separately, yet they are required to collaborate
daily on patient treatment plans. Nurses’ education focuses on caring while the physicians’
fundamental practice is to cure. Combined sessions to understand the professions could improve
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attitudes towards collaboration. The authors also insist healthcare organizations must provide
more effective strategies to ensure interprofessional education for nurses and physicians.
Perception of Professional Relationships
Johnson and Kring (2012) initiated a descriptive quasi-experimental design study to
identify and measure the different perceptions of nurse-physician collaboration on medicalsurgical units (MSUs) versus intensive care units (ICUs). A sample size (N=170) consisting of
54% MSU nurses and 46% ICU within a 975-bed Magnet® hospital were asked to complete the
25-item Nurse-Physician Relationship survey which is a Likert-type scale associated with yes/no
responses. Questions in the survey were derived from other national studies relating to nursephysician relationships.
Johnson and Kring (2012) analyzed their results with descriptive statistics (SSPS 16). A
t-test was used to compare means and findings with a p-value less than 0.05 to be deemed
significant. Most nurses responding to the survey were classified as direct-care (n=138, 86%)
and worked full time. Demographic variable differences between MSU and ICU nurses did not
exist. The study found there were more similarities between the two groups than differences.
Both groups of nurses reported having witnessed inappropriate disruptive behavior from
physicians. However, some nurses may not have understood the escalation process for reporting
physician behavior. ICU nurses were more apt to report misconduct than were medical-surgical
nurses. Also, in the study, nurses said some physicians did not understand the role of a nurse.
Overall nurses were satisfied with RN/MD relationships (p=0.110). MSU nurses were less likely
to participate in rounds (p=<0.001). ICU nurses felt increasingly empowered to report
mistreatment (p=0.056) and unprofessional behavior (p=0.019) by physicians.
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Unfortunately, Johnson and Kring's (2017) study findings explained most of the disdain
and miscommunication between the professions. Nurses and physicians require positive,
respectful interactions to promote and sustain quality healthcare outcomes. The authors state the
importance of initiating opportunities for the two professions to interact and find a balance to
remove barriers associated with titles, scrub colors, and name badges. A desire for more
significant collegial interaction with the physicians confirmed higher education affected the
nurse's perception of their relationship with the physician. Sixty-one percent of the ICU nurses
had a bachelor's degree as compared to 43% of MSU nurses. According to Johnson and Kring
(2017), higher education empowered nurses to develop collaborative interactions with
physicians.
The researchers concluded the study recommending continuous improvement in
collaboration by removing barriers between the two professional groups to promote patient
safety and wellness and quality care treatment plans. Furthermore, the authors discussed
collaboration between professions should be fostered to improve interdisciplinary relationships.
They concluded that “Faulty communication between nurses and physicians can affect patient
outcomes adversely” (Johnson & Kring, 2017, p. 347).
Clinical Decision Making
In a study by Maxson et al. (2011), researchers based at the Rochester, Minnesota Mayo
Clinic's multidisciplinary simulation center conducted a study to determine whether
interdisciplinary simulation training can affect perceptions of collaboration. They utilized a
convenience sampling of nurse and physician volunteer groups between March 1st and April 29th
of 2009. This sample consisted of 28 healthcare providers (19 nurses and nine physicians) who
participated in the clinical simulation training. The Collaboration and Satisfaction About Care
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Decision (CSACD) survey was used by the authors to collect data at three points in time
(baseline, two weeks, and two months post-training). The data was analyzed by calculating
paired t-tests. The baseline survey results showed physicians, as compared to nurses, perceived
there was significant collaboration in the workplace, and the combined decision-making was
influenced by open communication between the two professions.
The baseline CSACD survey revealed 50% of respondents were dissatisfied with the
current decision-making process with a median summary score of three. By the second week of
the nurse-physician simulation training, the median score increased to a median summary score
from 4.2 to 5.1 (p=<0.002), which persisted at the two-month post-test. These improved numbers
indicated perceptions of improved professional collaboration, especially during active simulation
training programs, reinforced positive interactions and feelings in the workplace that optimized
patient care planning. “Effective collaboration between registered nurses and physicians has been
shown to reduce morbidity and mortality rates, cost of care, and medical errors while improving
job satisfaction and retention of nursing staff” (Maxson et al. 2011, p., 31). Nurses tend to
choose to stay in an atmosphere where their ideas and evidence-based practices are valued and
supported (Maxson et al., 2011).
Maxson et al. (2011) also reported in the same article on a descriptive qualitative study
aimed to understand perceptions of nurse-physician interactions during simulation-based team
training (SBTT) and debriefing encounters. The study was conducted to guide a practice change
to improve communication and collaboration between the nurse and physician when using SBTT
and debriefing tools. According to Severson, Maxson, Wrobleski, and Dozois (2014), SBTT and
debriefing effectively teach participants how to develop collaborative healthcare strategies to
improve team performance.
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A convenience sample of 28 healthcare providers (19 nurses and nine physicians) from a
large in-patient academic medical center were used in this study. The study was conducted in a
simulation laboratory on the campus using state of the art materials and current SBTT evidencebased practices. Clinical situations typically occurring within the medical center were generated
for these SBTTs. To facilitate debriefing, a trained facilitator led the group in discussions of
teamwork during the scenarios. This dialogue promoted discussions of appropriate
communication among the participants (Maxson et al., 2011).
Each session was videotaped, and the debriefings were professionally transcribed to
ensure proper review of each SBTT. A coding system was developed to track the data obtained
for relationship mapping. According to Lincoln and Guba (1985), four criteria (credibility,
dependability, confirmability, and transferability) should be used to ensure qualitative rigor.
Reviewing the videotapes fulfilled credibility. Reliability was achieved by reviewing decision
points during data analysis for consistency. The researchers validated the coding process for
confirmability and maintenance of descriptive and recorded data-enhanced transferability
(Maxson et al., 2011).
The results of the study revealed four key factors. The theme most repeated was that
leadership is critical. The others fell in order as the use of closed-loop communication clearly
defined roles and developed situational awareness and mutual support (Maxson et al. 2011).
Leadership, as an overarching theme in the study, was perceived that each team member required
an emergence of a leader to organize, give clear direction, and assist in the delineation of roles
and expectations (Severson et al., 2014). The team expected the leader to empower the members
to speak up and engage in the process. The closed-loop communication was the most effective
way to achieve the desired outcome. The situation, background, assessment, and
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recommendation (SBAR) was used as the framework. The SBAR tool standardizes the
information being delivered in a concise and clear package (Griswold et al., 2010). Clearly
defined roles in a group setting were most vital when completing tasks geared in highly charged
and critical situations. Each team member was held accountable for performing the duties
appropriately to support the leader as he/she delegates. It is also understood the leader must
understand the roles given and trust the team members in their deliverance. Situational awareness
was described by King et al. (2006) as the overall view of a situation or seeing the big picture
while knowing what each team member is doing. As each member masters the attribute of
situational awareness, the team dynamics and performance will improve.
Maxson et al. (2011) reported that each member of the SBTT concluded the debriefing
provided a safe atmosphere to review and discuss their experiences. Communicating within the
interdisciplinary team was beneficial to maintain open communication and build a stable
foundation for collaboration for the benefit of the team and the patient. The researchers state that
SBTT and debriefing is ever-evolving. New innovative strategies for educational engagement
should be encouraged and developed for the team-building process. Severson et al. (2014) states
strong interdisciplinary teamwork based on SBTT can improve the patient care outcomes and the
overall satisfaction and care experience of patients and providers within the healthcare system.
Gonzalo, Himes, McGillin, Shifflet, and Lehman (2016), completed a prospective, crosssectional assessment of nursing audit data collected in a large 501 acute care academic medical
center in Pennsylvania from November 2012 through October 2013. Eighteen units were
participating, including the pediatric and adult departments. The review aimed to gain knowledge
on the actual occurrence of bedside interprofessional rounds (BIR). Gonzalo et al. stated that
patient-centered, or focused care increases the patient's perception of receiving the best care
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possible from every provider during interprofessional rounds at the bedside. When patients
perceive they are being well cared for, their care experience is heightened.
This study by Gonzalo et al. (2016) aimed to quantify the BIR taking place within the
medical center. The expectation was to have all frontline provider teams perform BIR on >80%
of the in-patient census daily. The standard practice was set as a minimum of one attending
physician, and the bedside nurse in active discussion at the patient's bedside. The researchers
used logistic regression models with four covariate domains: (1) spatial characteristics (unit type,
bed number, square footage around bed), (2) staffing characteristics (ratios, admits), (3) patientlevel characteristics (acuity, length of stay), and (4) nurse perceptions of collegiality, staffing,
and rounding scripts. The study team obtained the covariates from several sources since there
was not a current platform available. These areas included unit architectural floor plans,
admitting, and staffing clinical data. The National Database of Nursing Quality Indicators
Practice Environment Scale and the Staffing/Resource Adequacy tool were used to gain insight
on perceptual characteristics.
The study used descriptive statistics to report characteristics of each unit, daily patient
census, and BIR frequency. The percentage of BIR, the primary outcome, as determined by the
total number of BIRs complete divided by the total census per unit each day and multiplied by
100%. Results were gathered on 29,173 admitted patients during 1,241 audit days. An average of
74% of rounding occurred during this period, with intermediate care and ICU units integrating
BIR. The researchers concluded BIR was attributed to unit type and leadership support from
nurse administrators and attending physicians. The study results also revealed a transformation
or reconfiguration of care practices to shift the delivery of care to a team approach and an
integrated practice model. The Institute of Medicine (2001) endorses the integration of
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professional practices to improve and promote optimal working collaborative environments for
patient center care (Gonzalo et al., 2016).
Professional Attitudes and Values
While patient outcomes improve with nurse-physician collaboration, job satisfaction can
be a positive consequence (need references to support this statement). Brown, Lindell, Dolanksy,
and Garber (2015) conducted a descriptive study to assess nurses' attitudes about physician-nurse
collaboration. Nurses and physicians state they enjoy coming to work when barriers are
removed, and communication is established and becomes a primal factor in daily workflows.
According to Brown et al. (2015), when nurses are happy, patients receive better care and begin
to participate exponentially in their care, improving the care experience. Healthcare
organizations view the patient care experience as an essential part of daily operations and
continue to promote quality in the delivery of care. There is a need to continue building
organizational foundations to empower and support continued collaboration.
The study by Brown et al. (2015) included a convenience sample of 231 nurses in a 600bed tertiary level one trauma center in the mid-Atlantic region of the U.S. with Magnet® status.
The study surveyed nurses using the Nurses Professional Values Scale-Revised (NPVS-R)
introduced by the ANA in 2001. The NPVS-R is a 26-item Likert 5-point scale with responses
ranging from (1) not important to (5) most important. Scores ranged from 26 to 130 with the
higher scores signifying a strong professional value towards practice (p<0.01).
The Jefferson Scale of Attitudes towards Physician-Nurses Collaboration, a 4-point
Likert scale survey was also used to determine perceptions of true collaboration with scores
ranging from 15 to 60. Data were collected over two weeks. The authors' findings concluded the
more positive attitude toward collaboration with physicians was associated with the nurse who
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had achieved higher levels of education (p=0.005). Brown et al. (2015) state that there is a direct
correlation between nurses with strong professional values and their positive attitudes towards
collaboration with physicians. Team concepts must be emphasized within the healthcare
organization to influence interprofessional collaboration. Healthcare leaders are encouraged to
prioritize collaborative strategies to improve attitudes within the workplace.
As healthcare evolves, strategies to improve collaboration between the nurse and
physician should be developed and supported. Bowles et al. (2016) used a cross-sectional study
design to track the possible adverse impacts of misconceptions of IPC on the individual patient,
and the organizational culture influences these perceptions.
Bowles et al. (2016) distributed an electronic survey to physician and nurse participants.
The study tool measured the individual perceptions of collaboration and derived a numerical
value. Nurse IPC scores n=54 (nurse vs. resident p=0.0003, nurse vs. attending p=0.0046) were
found to be significantly lower than the sum physician (residents n=47, attending n=18) scores
(p=0.001). After a review of the data, it was clear the organization required a new strategy to
promote nurse-physician collaboration. When used appropriately, IPC influences an
organizational system-wide approach to support effective communication to the benefit of the
patient care environment. Bowles et al. (2016) suggest nurses and physicians have fundamental
differences in their perceptions of IPC. Hughes and Fitzpatrick (2010) state professional identity
has been shaped by a set of values, beliefs, attitudes, and behaviors within each profession.
Recruitment and Retention
According to Brunges and Brinza (2014), commitment and engagement of staff are often
found where a healthy work environment supports a culture of safety. The Professional
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Collaboration Initiative (PCI) was implemented to have a direct effect on workplace culture and
support efforts in recruitment and retention.
Breau and Rheamume (2014) conducted a cross-sectional design study to examine if
empowerment and work environment could predict job satisfaction, intent to leave, and quality
of care among ICU nurses across Canada. The total number of participants (N=533 ICU nurses)
responded to a questionnaire that measured structural empowerment, job satisfaction, intent to
leave, and perceptions on quality of care. The researchers distributed their questionnaire
developed using SurveyMonkey® via email. The questionnaire consisted of multiple
instruments. The environment was measured by the Practice Environment Scale of the Nursing
Work Index using a Likert scale ranging from strongly agree to strongly disagree. The
Conditions of Work Effectiveness Questionnaire-II was used to measure structural empowerment
described by Kanter (1993) as related to opportunity, information, support, resources, formal and
informal power. For job satisfaction, a 20-item version of the Minnesota Satisfaction
Questionnaire was used to convey intrinsic and extrinsic factors of overall satisfaction. A twoitem questionnaire prepared by Gagnon et al. (2006) was modified to capture both the intent to
leave the unit and employer and obtain the reason to leave. Finally, quality of care was assessed
by a four-point Likert scaled survey, the Perceived Quality of Care on Unit.
After review of all findings, the authors concluded the importance of empowerment
strategies within the workplace allows nurses to experience positive attitude towards their
environments. These feelings of empowerment reduce turnover, provide stable and healthy work
atmospheres to support improving the quality of care. Furthermore, the organization's workforce
retention rates increased, and replacement rates decreased (Breau & Rheamume, 2014).
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Breau and Rheamume's (2014) results closely aligned with other studies on structural
empowerment. There were 18 questions with a mean of 15.16 (total score on possible score of
31) stating structural empowerment was moderately health, a standard deviation of 0.59 and a
Cronbach's alpha of 0.91 (reliability range 0.80-0.90). Work environment had 31 questions with
a mean of 2.6 (range 1-4), a standard deviation of 0.43, and a Cronbach’s alpha of 0.94
(reliability range 0.80-0.88). The third area of job satisfaction was 16 questions with a mean of
3.38 (range 1-5), a standard deviation of 0.63, and a Cronbach’s alpha of 0.92 (reliability range
0.80-0.84). These findings identified higher Cronbach’s alpha scores, which showed improved
reliability, indicating an empowered workforce, and a reduction in staff turnover. Staff who were
more inclined to stay with the organization were to perceive an atmosphere of comradery and
professionalism between the nurse the physician. The authors concluded balancing relationships
between the nurse leaders, physicians, and nurse colleagues within the workplace lead to positive
attitudes reinforcing a strong, healthy work environment for collective engagement supporting
the quality of care and a culture of safety (Breau & Rheamume, 2014).
Rationale
Historically, the training of nurses and physicians have been inherently different as they
have not learned together. Therefore, physicians and nurses have not had the opportunity to
practice teamwork in the clinical setting during training (Baker, Day & Salas, 2006; Baker,
Gastafson, Beaubien, Salas, & Barach, 2005). Each profession typically functions independently
in their respective silos. Thought processes driving treatments and outcomes have not been
generally cohesive and fluid (Baker et al., 2005; Baker et al., 2006). Ultimately, the physician
becomes an independent decision-maker, holding themselves fully accountable while allowing
no space for the collaboration with the nurse. This thought process has created an unfortunate
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coexistent structured atmosphere (Lyons et al., 2013). Lyons (2013) goes on to explain this type
of singular functionality is harmful to the patient and breeds open disdain toward each
profession, further dividing them.
The role of the organization in coordinating a collaborative environment is to develop
and support an equitable team geared to enhancing the communication between the nurse and
physician. Organizational empowerment of a team should enable both professions to come
together and discuss the fundamental barriers of effective communication to instill awareness
and promote trust (Beaubien & Baker, 2004). A team is defined as a “group of individuals, two
or more who interact to influence each other and hold themselves accountable to work together
to reach a common goal” (BusinessDictionary.com, 2018). The team should align their outcomes
to the organization’s mission and vision (Beaubien & Baker, 2004). Furthermore, the team’s
opportunity for success significantly rises when they perceive themselves as a true entity within
the organization and use their collective consensus of common knowledge-based skills to
identify, promote, and achieve their established goals (McShane & Von Glinow, 2010).
Conceptual Frameworks
Two frameworks, Rosabeth Moss Kanter's theory of structural empowerment and Georg
Simmel’s triadic closure model, were used to support the interdisciplinary triad concept to
implement practice change in nurse-physician collaboration (Rangamani, Coppens, Greenwald,
& Keintz, 2016). Kanter's theory explains the adaptation of behaviors and attitudes of individuals
within a hierarchical organizational system while Simmel's model discusses the inevitable
attraction of human social relationships seeking to achieve homophily or the bonding of like
mind (Laschinger, Sabiston, & Kutszcher, 1997). When used together, the two frameworks
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bolster and connect the collaborative processes for strong group cohesion and achieving set
goals.
Kanter’s Theory of Structural Empowerment
Kanter's theory fosters personal and professional empowerment by recognizing six
elements within an organization. They are referenced as (a) opportunity for advancement, (b)
access to information, (c) support, and (d) resources, and (e) knowledge of one’s formal and (f)
informal power (Larkin, Cierpial, Stack, Morrison, & Griffith, 2008). Opportunity for
advancement and access to information and resources play a large part for an employee
understanding their organizational position not to be viewed as a dead-end job. Besides,
emphasizing each employee’s formal and informal power within their distinct job roles adds to
the feeling of staff control and direction to reach the goals and mission of the organization.
In the nurse-physician relationship, imbalances occur contributing to indifferent
perceptions of power, limiting appropriate communication and understanding. The relationship
between the nurse and physician have been traditionally hierarchical and not based on
thoughtful, collaborative methods. Further influence of poor communication is reinforced by age,
culture, gender, and past socioeconomic differences (Laschinger, Sabiston, & Kutszcher, 1997).
The Institute of Medicine, now the National Academy of Medicine (NAM) (2003), has
recommended both professions must function in a collaborative relationship for overall quality
and safety in the delivery of patient care.
Simmel’s Triadic Closure Model
German sociologist Georg Simmel’s triadic closure model describes the inevitable
attraction of human social relationships to seek homophily (Asikinen, Iniguez, Kaski, & Kivela,
2018). Homophily is the tendency for individuals to pursue other individuals that are of like
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mind or have “common interests and goals. Such goes the common saying, “Birds of a feather
flock together” (William Turner, 1545). Similarity propagates connection. If a relationship exists
between points A and B and A and C, closure of the loop or the network connection between
points B and C becomes necessary (Appendix C). “Triadic closure is the tendency of ‘friends of
friends’ to become friend themselves or, from a network topology perspective, of triads to close”
(Simone & Takacs, 2014, p., 1).
The key stakeholders of the triad should develop, interact, and comfortably discuss ideas,
routines, and strategies through an educational journey for optimal learning. The triad concept
model used in this project was member-driven with no one entity having a lead role. The
members sought to achieve balance and equality within the triad to support communication,
collaboration, creative problem solving, and critical thinking. “Triadic balance is the tendency of
people to maintain cognitive consistency in their relationships by changing the valence of their
relationships in established triads so that the multiplication of signs turns positive and the
relationships are structurally balanced” (Simone & Takacs, 2014, p. 1). The balancing of
hierarchy ensures unrestricted access to the triad to support idea trading and establish
recommendations for practice improvement.
According to Rangamani, Coppens, Greenwald, and Keintz (2016), the use of the triad
methodology can be used for the coordination of educational collaboration between graduate
students, academic faculty members, and the clinical supervisors in the community. The
exposure to evidence-based practices (EBP) for clinical fellowships in speech, language, and
hearing in the triad methodology creates a thorough and appropriate environment to support a
training program founded in EBP.
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Aim Statement
The primary aim of this project was to develop, implement, and evaluate a working
model by June 2019 that is geared to enhancing team collaboration between two distinct
professional groups (nurses and physicians) who work side by side to provide frontline
therapeutic care for best healthcare outcomes and care experiences for each patient during their
hospital stay (Appendix D). The nurse and physician were to interact as one unit to develop,
modify, and evaluate best practices. The creation of the unit-based triad committee’s sole
purpose was to begin to reduce and remove barriers affecting professional communication and
collaboration. The Professional Collaborative Initiative (PCI) was geared to move the nursephysician team through the Advisory Board Academy's Collaborative Curve to transform patient
care experience (Appendix E).
Section III. Methods
Context
The PCI project key stakeholders included the hospital executive team (HET) consisting
of the COO, CNE, AAMD, AMCA, the triad steering committee, the unit-based triads, and the
patient. HET began partnership dialogue with a new hospital department administrator (DA)
after several one-on-one discussions of deficiencies of professional multidisciplinary practice
communication and collaboration within the neonatal intensive care and regional transport
departments at LAMC. The initial gap analysis of workflow and assessment of professional
relationships between the nurse and physician revealed problems with partnership and trust. A
triad model structure was determined to be the best foundation for the project. After extensive
discussions with HET, the decision was made to begin building the Professional Collaboration
Initiative for all in-patient care areas. The new DA was asked to provide the nursing component
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to the leadership for a steering committee, ensuring current evidence-based practice (EBP) was
used for the project.
An assessment in other departments throughout the medical center was completed over
the next few months. These assessment findings demonstrated a lack of appropriate
communication and collaboration between nurses and physicians. The RN MD Collaboration
survey was created using SurveyMonkey® to measure the collaborative culture of the nurse and
medical staff. These questions focused on individual professional attitudes, values, practice, and
collaboration. The answers revealed opportunities for improvement in professional
communication between the nurse and physician. Another measurement was that of the Hospital
Consumer Assessment of Healthcare Providers and Systems (HCAHPS) scores. Star ratings of 2
to 2.5 were being generated in several of the in-patient departments. Informal staff nurse
interviews uncovered negative perceptions as, “When I need an order or give an update on a
patient, I never know who to call. When you do finally speak to the physician, they are mad and
rude and tell you they are not the on-call doctor. I become upset because this delays the care to
the patient.” “The call list is never available.” “I dislike speaking to the doctor because he is
always rude.” “Nurses in this unit are not competent when it comes to the procedures I do and
can never find the instruments and materials I require to complete a task in a timely fashion.”
“Some of the doctors do not round at night with us, so we have to call them when they are
asleep. They get mad. We never want to call them.” “It would be wonderful if we had daily
rounding at the bedside, especially at night.”
Authorization of Project
This project proposal received initial approbation of the CNE. After a thorough
discussion with the steering committee, HET also signed off on the project. A copy of the Doctor
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of Nursing Practice (DNP) Student's Statement of Non-Research Determination was provided to
the CNE and HET (Appendix O), which included an overview of the project. The project
proposal was submitted to the SCKP regional Institutional Review Board (IRB) and received
exemption as a quality improvement project (Appendix P): Letter of Support from Organization:
(Appendix Q)
Unit-based stakeholders for this project spanned 16 in-patient units throughout the
medical center encompassing multiple service lines. Staff nurses, staff physicians, and
department administrators from these departments were provided a project charter developed by
HET and the triad steering committee at the formal kick-off in August of 2018. The project was
to be a nurse and physician-driven. Each department administrator was to assist in facilitating the
nurse-physician interaction meeting. This select group was dubbed the unit-based triad.
Improved Workflows
The unit-based triads were designed to develop and implement strategic workflows to
enhance the quality of patient care outcomes and the care experience. The triad met monthly to
discuss and evaluate their initiatives for continuous tweaking to achieve their stated goals. Once
the unit project showed workflow improvement, the process was to be shared for house-wide
implementation. The triad steering committee had oversite of all unit-based triads to assist in
guiding the teams to sustain collaborative atmospheres. As the triads continued moving through
the stages of group development, cohesive and deliberate actions of communication ensued.
According to Ropella (2013), components of appropriate communication include
structuring a conversation with a clear purpose. In the general educational session, each triad
member received learning tips on active listening and proper ways to express thoughts to an
individual by using open-ended questions. The thought process should be completed before
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speaking to ensure the message was structured for the receiver. It was essential to remain on
topic and avoid irrelevant details and to observe the reactions of the receiver and adjust the
delivery to ensure delivery of content. Finally, a focus on results would dictate the outcome of
what was to be gained from the conversation.
Interventions
HCAHPS Scores
The HCAHPS survey is a star-based rating evaluation survey given to every patient upon
or after discharge. The survey asks them to review their care experience and satisfaction during
the hospital encounter. The survey is a core set of questions publicly reported by CMS to ensure
transparency of the quality of care provided by the organization. The survey offers a numerical
grade in the form of a star rating to enable the healthcare system to track their quality and safety
perceived by the patient. Thirty-two questions gather data on 21 patient perspectives on care,
which encompass nine topics. These themes are related to communication with physicians and
nurses, hospital staff responsiveness, pain management, communication about medication,
review of discharge information, clean environment, quiet atmosphere, and the transition of care.
Four screener questions and seven demographic questions are incorporated to compare patient
mix across like hospitals to accommodate and adjust for the mix of patient services offered
(Centers for Medicare and Medicaid Services, 2019).
RN/MD Collaboration Survey
A survey was created using SurveyMonkey® to obtain baseline data of nurse and
physician staff perceptions of their communication, collaboration, and professional practice. The
32-question survey was accessed on-line and was to be taken during working hours. Every nurse
and physician who provided care for the hospitalized patient was to take the survey two weeks
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pre- and post-implementation of the project. Results were collated and computed for comparison
and shared first with the triad steering committee, HET, and then with the individual unit-based
triads.
In addition to the general survey, another five-question survey was created on
SurveyMonkey® directed entirely towards the unit-based triad was created. This survey would
provide specific feedback on perceptions of teamwork and a working environment of support for
the equal expression of ideas. The results of these surveys allowed each triad to understand their
group dynamics to continue the leveling of hierarchy, building trust, and developing workflow
processes to influence a positive change within each department. After each general session, a
SurveyMonkey® survey was created to assess the quality of the learning while taking a real-time
snapshot of triad members perceptions on cohesiveness. These survey results assisted the triad
steering committee to gear topics and activities around concerns expressed on the surveys at the
next general learning sessions. Also, the triad steering committee would meet individually with
each triad and address the concerns expressed on the surveys during the single-unit triad meeting
times. To encourage completion of the surveys, they were always anonymous.
Responsibility/Communication Matrix
The commitment and communication of the PCI program crossed all levels of
stakeholders. Consistent and concise messaging of roles and expectations were established for
the individual unit-based triads during the implementation process. Throughout the project, the
steering committee planned and organized general group triad sessions. These group sessions
brought each triad member from every department together to learn aspects of team building and
sustainability of change processes. Each member, as a stakeholder, were instructed to direct
goals and set timelines for reporting outcomes. Once a workflow initiative was deemed reliable
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by an individual unit-based triad post-implementation within their department, a standardization
was developed for all departments to adopt for accountability and consistency. The DA and lead
physician would reinforce these changes as best practices. Each triad was to choose a few
common ways to communicate to facilitate unencumbered and ongoing communication between
the unit-based triad members. The forms of communication were not limited to formal meetings
but could include emails, conference calls, and in-person one-on-one conversations. Continued
communication was key. The triad members were to attend scheduled general learning and
training sessions quarterly (Appendix F).
Gap Analysis
The PCI project was developed based on gap analysis and assessment of departmental
findings. Harris, Russel, Thomas, and Dearman (2016) state a gap analysis exposes current
performance standards in order to find opportunities to implement EBP quality performance
standards in order to reach an assigned benchmark or target and constructs a pathway to achieve
the set goal. All stakeholders reported a program to improve collaboration between the two
professions would be required to change the current culture. Organizational leadership
understood the importance of adopting a viable model to support and sustain a practice change.
The initial focus was placed on training and preparation for the roll-out. The second focus
was to identify key stakeholders on the unit level, primarily within the unit-based triads. Each
Department Administrator (DA) was tasked to identify a minimum of two nurses for
membership while the steering committee was to reach out to the medical groups to choose a
lead physician to champion the project as well as to participate in the triad activities.
The third area of focus was to include research and development of the education plan.
The training was planned to be completed over a twelve-month time frame. Each unit triad began
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development and implementation of a practice change process to improve the patient experience
within the department. General sessions were planned for all the unit-based triads to come
together quarterly to discuss challenges and triumphs. These sessions included learning
opportunities to provide new concepts in communication and collaboration.
Information technology was an integral part of the project. A share point access page was
developed for uploading documents, such as triad meeting minutes and contact information. The
PCI share point page had unit subdivisions built into the platform for each unit-based triad to
have their own unique working cite. Each triad member had access to their department's page for
uploading documents, charts, and graphs. Each triad could access other department's pages as
read-only. This capability allowed each triad to study other triad's initiatives and integrate
necessary workflow processes. (Appendix G).
GANTT Chart
A project GANTT chart was created to function as a reference guide for program
planning, monitoring critical milestones, and capture work completed and yet to be completed.
The chart detailed the steps for future interventions, implementations, and who would be
responsible for the action over one year. There was an initial gap analysis completed before the
DA taking over as the project manager (PM). In the Spring of 2018, the CNE begin one-on-one
discussion with the PM for two months. After the PM understood the scope of the project, he
started to research and complete a presentation about the project for HET. Before the HET
meeting, the triad steering committee was formed. Activities were then delegated to each
member. A medical center kick-off was planned for the in-patient nurse leadership as they would
be the facilitators of each department's triad. One month later, another kick-off commenced to
introduce the lead physician partners to the triad concept and set expectations for the roles of
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each member. The nurse leadership teams were also present to ensure everyone heard the same
message.
A program consultant was added to assist in content development. The triad steering
committee continued to lead in driving the project initiatives. The triad steering committee began
to evolve by adding additional members to assist in completing and overseeing the workflows.
Over the past 12 months, there have been five general learning sessions, three surveys created on
SurveyMonkey®, and several quality improvement initiatives developed by the unit-based triads
for promoting a positive care experience for the patient. (Appendix I).
Work Breakdown Structure
Developing a work breakdown structure served as a guide to identify key areas of the
project requiring specific resources to accomplish tasks. These key areas included the planning,
content development, supplies and technology, attendees, and budget segments (Appendix F).
Planning. The support of HET was vital to the success of the project as they were key
stakeholders to secure funding and set accountability. The plan was then shared with the
department nurse leaders to gain buy-in and support. A presentation for the lead physicians was
scheduled for socialization and support. The project manager completed research for the
appropriate frameworks to support the initiative. The triad steering committee developed the
training program for the unit-based triads. A SurveyMonkey® platform was used to create a
format to gather perceptions of the current state of nurse-physician relationships,
communication, collaboration, and attitudes on professional autonomy and empowerment.
General sessions were planned for all triad members during the project period for the
dissemination of educational tools to assist in creating an equitable environment supporting
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communication between triad members. These general sessions were interactive and consisted of
information geared in developing the unit triad members to function as one organism.
Content development. A leadership consultant expert was utilized for overall content
program development. The consultant strategically assisted with the development and the use of
educational tools throughout the project timeline. The tools of Process Mapping, The Results
Model, Stop, Challenge and Choose, Listening to Understand, Communication Work Styles,
Project Sustainability, SMART goals, and Change Leadership, were the tools taught during the
general sessions.
HCAHPS scores and the SurveyMonkey® survey results were analyzed and provided to
HET, and each unit-based triad. During the review of the questions and utilizing current EBP,
general triad learning sessions were created to educate the unit-based triad members on the
essential elements of communication. Once every quarter, the unit triads were to attend a general
learning session to participate in skill building and active goal setting. Continued dialog between
the triad steering committee and each unit-based triad was also scheduled to maintain alignment
during the first few months of the project. The steering committee-assisted the triad with
building their agendas and setting initiative SMART goals. As the triads disseminated their
workflow initiatives throughout their prospective units, each triad member was to support their
colleagues in the process of team building to improve the unit atmosphere for best practice
discussion.
Supplies and technology. To facilitate standardization of processes and records, report
and facilitate triad workflows, information technology (IT) was consulted, and a share point web
page was created. Specific hardware equipment to support the project were required, such as
laptop, LCD projector, power cords, audiovisual materials, writing materials, and other creative
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items used during the interactive general learning sessions. Large Post-it® paper boards were
distributed to each unit triads to promote an environment for writing quick-fire ideas during their
monthly meetings. Small note pads, pens, and three-ring binders were provided for each triad
member to store triad meeting content. Each triad member was asked to download the “Slack”
application onto their personal or work cell phones to promote ongoing real-time access. The
Slack platform allowed individuals to post announcements regarding a change in meeting dates,
times, and space. The platform also supported the exchange of ideas for discussion when the
triads were not in session. Meeting space, a delicate commodity to procure was scheduled for
each unit triad and the general sessions.
Attendees. Sixteen different unit-based triads consisted of a department administrator, a
lead physician, and two staff nurses. The triads were asked to formally meet monthly and to
attend the scheduled general sessions. Each triad was held accountable by the HET to meet
monthly and attend all general learning sessions. In the monthly meetings, the nurse and
physician would be allowed to engage in authentic dialogue, sparking curiosity and openness. As
the project moved forward, the DAs were required to report out their monthly meetings by
uploading the minutes to a PCI share point. A representative from the triad steering committee
would meet with each triad during the first few monthly meetings to provide guidance and align
the triad focus on the main objective of building relationships for better communication and
facilitating conversation by ascertaining barriers. The triads needed to have ample support to
keep them aligned with their goals, especially in the beginning phases. A survey developed
through SurveyMonkey® was completed by the individual triads to assess how they perceived
their cohesiveness through communication (Appendix H).
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Strengths, Weaknesses, Opportunities, Threats (SWOT) Analysis
A SWOT analysis provides an overview of actual and potential positive and negative
influences on project outcomes (Harris et al., 2016). The SWOT analysis was developed for this
project to provide a summary and visual of the facilities current state. The goal was to share with
medical center administrative team (MCAT), which strengths and opportunities existed while
gaining their support to address and control potential weaknesses and threats.
The strengths included MCAT support as well as identifying and empowering a project
management (PM) team to coordinate and drive the initiative. The PM team functioned as the
steering committee and resembled each unit-based triad for a practical and visual reference. The
project also aligned with the medical center's journey toward their Magnet® designation. Within
MCAT, the CNE and the AAMD began to disseminate directives to the nursing and medical
staff. The HET sanctioned the complete funding of the project. The steering committee triad
attended each unit's first three meetings to assist and guide the triads to set and clarify
expectations. Completing and aligning of SMART goals with the project initiatives was of
utmost importance to stay on point and focused on workflow changes to improve the patient care
experience and to improve nurse-physician communication.
There were significant opportunities to benefit the medical center to include improvement
of patient satisfaction scores, such as HCAHPS, the care experience, and to decrease the risk of
harm to patients. Staff recruitment and retention could not be measured in such a short project
time line but would be en valuable in a longer project to potentially understand the impact of the
project on organizational costs.
The project ushered in a new corporate-wide culture of safety to support the nursephysician communication and collaboration and promote best healthcare practices. Both nurses
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and physicians were to begin the change process with their attitudes moving from some distain in
their coexistence to achieving fulfillment in interprofessional relationships. Furthermore, the
medical center was to eventually become the leading authority and expert on building a model
for nurse-physician collaboration within the Southern California region and publishing
outcomes.
Weaknesses were identified at the unit level. Initially, some units did not have the
involvement of adequate RN staff members from each shift to represent the nursing component.
Currently, some units are having to add new members to the triad due to nurses and physicians
leaving the roles for many unforeseen reasons. There was a history of similar projects not being
sustained due to a lack of RN and MD involvement. Frequent change in members can hinder the
progress of the group’s ability to attain a sense of stability and comradery.
The triad steering committee members have their respective departments to run while
organizing and implementing the project. Securing meeting space for each unit-base triad was
identified as a challenge. However, each triad has developed innovative ways to communicate
with each member to support dialogue between meetings and general sessions.
Coordination of dates and times also remains a challenge for three of the triads where the
others have locked in a reoccurring date, time, and place. The loss of funding due to change in
the healthcare landscape and loss of any member of MCAT could potentially change the future
vision and cohesiveness of the triad steering committee.
Project Budget
The project received HET leadership input and support as the program was developed
and implemented. A budget was created to support the project implementation plan. The largest
area of the cost was the reimbursement of the physician partner. A dedicated four-hour physician
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participation expense was added to the budget to promote accountability and to show HET
involvement and commitment to the project. Two hours per nurse per unit was added to the
budget for the monthly triad meetings. General session expenses were calculated to include an
occurrence of every two months for the first year and then bi-annually. Nurse hours were coded
as education and training to not reflect in the daily unit productivity. A proposed budget is
described in more detail.
The cost of this initiative was $220,306.40 for the first 12 months to include 768 hours of
physician participation and training, 384 hours of nurse participation and training, 24 hours of
administrative support, and 20 hours of IT support. The cost of the DA at approximately 4 hours
a month and the consultant at 3 hours a month was incorporated into their direct individual
salaries. The annual cost totaled $217,846.40 (Appendix K).
As the project moved forward, the inquiry on return on investment become a more indepth topic of discussion. HET and the steering committee reviewed ways to utilize the change
in culture as a selling point for recruitment and retention. According to the 2016 National
Healthcare Retention & RN Staffing Report, healthcare organizations lose between 5.2 and 8.1
million dollars annually due to nurse staff replacement. The PCI can potentially reduce this cost
to the medical center. The cost to hire and orient a new nurse to a unit continues to average
$45,000.00 annually. According to Kurnat-Thorma, Ganger, and Peterson (2017), action must be
taken to reduce the rapid turnover in healthcare organizations by developing and implementing
sustainable initiatives to mitigate costs.
The medical center's staffing office was able to share specific data of nurses hired and
leaving the organization from July 2017 to July 2019. LAMC hired 120 nurses from July 2018 to
July 2019, with costs estimated at 5.4 million dollars. The medical center replaced 115 open
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positions created during this same period from nurses either for being required to leave, retiring,
relocating, or just for personal reasons. In the past four months, there has been a slight decline in
nurses choosing to leave. Although the project cannot directly take credit for improvement in
retention, one could hope to correlate this in the future to the effects of improving professional
relations. This money could then be utilized to support creative and innovative therapies to
advance the care and health of the community.
Ethical Considerations
Organizational approval was obtained from the CNE by the direction of MCAT and HET
in August of 2018. A letter of support is provided (Appendix P). The DNP Statement of NonResearch Determination was submitted to the University of San Francisco School of Nursing and
Health Professions DNP program and was approved as a quality improvement project (Appendix
O). The HCAHPS results are publicly reported for anyone to view on the CMS website. No
individual personal data was collected, analyzed, or reported. If a triad member was unable to
serve the full two years, a replacement was accepted to maintain the triad structure, and
integration training for the new member was initiated in order to ensure the cohesive function of
the group.
Jesuit Values
The Jesuit principle of social responsibility to communicate freely and to apply and share
knowledge learned with individuals aligns with the triad model concept of fair and equal
treatment to fulfill the mission in creating an environment supporting the exchange of thoughts
and ideas (The Jesuits, 2019). The triad promotes and respects the dignity and service of each
member in order to build and sustain a culture of service. According to Asikainen, Iniguez,
Kaski, and Kivela (2018), it is essential to obtain a balance or equilibrium of diverse social
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networks such as the physician, nurse, and leadership components to embrace homophily.
Reaching a state of homophily will encompass the University of San Francisco’s Jesuit care
values of diversity and equality.
American Nurses Association (ANA)
Within the ANA’s (2015) code of ethics, provisions 1, 2, and 8 align closely with the
ideals of the authors aim for this project. In provisions 1 and 2, respect for one another for true
collaboration benefits each member of the triad and ultimately, the patient. Provision 8 describes
the collaboration with other healthcare professionals to develop pathways to bolster and promote
strong health policies to improve outcomes and reduce disparities within the community (ANA,
2015). The goal of the triads created in this project is for them to learn to work together to
advance health diplomacy to protect the rights and wishes of all those who require healthcare
services.
Section IV. Results
Results
The primary objective of the project was to create an infrastructure designed to promote
interprofessional collaboration in the workplace through the support of key stakeholders as
partners of a unit-based triad. The effectiveness of the project was measured by outcome,
process, and structural results. The outcome measures were calculated using pre- and post- RN
MD survey results. Both surveys had 32 identical questions using a 5-point Likert scale.
Favorable responses required a selection of “agree” and “strongly agree,” a neutral selection as
“neutral,” and a choice of “disagree” and “strongly disagree” was deemed as unfavorable.
The results of the 2019 survey (n=101) demonstrated the medical center staff perceived
communication and collaboration with physicians had improved from the 2018 results. The triad
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steering selected three questions from the 2018 and 2019 surveys noteworthy of special attention.
These questions directly focused on the nurse and physician working together to assess, plan,
implement, and evaluate a plan of care for the patient. The first question reviewed was (23).
“When making decisions, both nursing and medical concerns about patient’s needs are
considered”. Of those who responded, 42% of the nursing staff agreed, 22% strongly disagreed
and 22% remained neutral. The second question (25) asked, “How much collaboration between
nurses and physicians occurs in making decisions for patients?” with 24% of nursing staff
answering most always, with 10% answering complete collaboration and 43% stating only
sometimes. The third question (26) asked “How satisfied are you with the way decisions are
made for the patients, that is with the decision-making process, not necessarily with the decision
itself?” with 35% of the nursing staff stating almost always, 6% answered complete
collaboration, and 38% stated only sometimes (Appendix M).
In 2018, two thirds more staff elected to take the survey (n=293). The same three
questions were selected for review. There was a significant difference in the responses from
2018 and 2019. For question (23), 48% of respondents selecting they agree “When making
decisions, both nursing and medical concerns about the patient’s needs are considered.” For the
same question 24% selecting strongly agree with only 16% remained neutral. Question (25)
“How much collaboration between nurses and physicians occurs in making decisions for
patients?” 27% of the respondents selected almost always, and 7% chose complete
collaboration, but a high percentage (49%) perceived collaboration happened sometimes. The
third survey question (26), “How satisfied are you with the way decision are made for the
patients, that is with the decision-making process, not necessarily with the decision itself?” had
significantly different perception responses between 2018 and 2019. Staff members selected

IMPROVING NURSE-PHYSICIAN COLLABORATION

44

almost always at 36%, and 2% complete collaboration. Surprisingly, 44% of those who
responded in 2018 perceived collaboration happens sometimes (Appendix M).
The triad steering committee committed to further supporting each unit-based triad by
continuously meeting with them monthly to assist them in sustaining the interactive spirit for
optimal synergy. To maintain appropriate coverage of the triads, the steering committee divided
the 16 unit-based triads among its five members. Dividing and assigning the departments allows
each member of the steering committee to focus their attention on the special needs of their
assigned departments.
Section V. Discussions
Limitations
During the evaluation process of the project, fundamental limitations were found.
Initially, the HET decided to use the HCAHPS scores as the benchmark for overall improvement.
Due to the short timeline of this project, these HCAHPS scores cannot be correlated with the
immediate results from the unit-based triads directive of learning to communicate effectively to
impact an environment for professional collaboration. Utilizing data from HCAHPS scores as a
basis for the project evaluation did not allow effective management of triad feedback in real-time
to render an appropriate process change. Regular consulting with the individual triads and
addressing their concerns better supported their progress in communication. These HCAHPS
scores also have a lag time of 90-days, which makes it challenging to obtain the results in a
timely manner and therefore, service recovery time for implanting quality actions is delayed.
A pre and post-survey was created to assess the perceptions of the frontline nurse and
physician. However, the key stakeholders of the project, the unit-based triad, only received a
post-implementation survey due to an oversight in the initial planning process. The post survey
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did ascertain their perceptions on nurse-physician interaction within the closed group setting due
to a gap in the initial planning process.
The opportunity for the direct observation of each triad's improvement of the
collaborative process was missed due to inadequate steering committee coverage. Each member
of the steering committee triad were administrators of their own departments. The lack of
nursing presence was perceived in the early stages of implementation. The PM, also a DA, was
responsible for the direct leadership of one of the largest departments within the medical center.
The DA lead 102 staff members had the oversight of two separate budgets. Scheduling and
positioning continued to be a challenge. This gap was filled after discussions of allowing more
than one individual to support the role of the physician and the nurse positions. The triad was
then expanded to incorporate two nurses and two physicians knowing at least one person could
be available to attend meetings when the other could not due to department commitments. Most
steering committee meetings would then be attended by all members to keep current on activities
and processes going forward.
Each unit-based triad was designated as the primary influence of change within the
department. The triads were exposed to the educational learnings for improvement in
communication for team innovation and sustainability. A pre and post RN MD Collaboration
SurveyMonkey® URL link and QRS code was sent to each member of a triad via organizational
email and posted on bulletin boards in every staff lounge to ultimately show and document the
project success. Despite these efforts, a meager response rate in the post-implementation survey
(n=100) was noted compared to the pre-implementation participation. LAMC employs over 1000
nurses in the in-patient acute care setting. The post-survey results were equal to one-third of the
pre-implementation survey (n=300). The post-implementation survey created especially for the
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unit-based triad resulted in only 17% (n=11) participating from the total membership (n=65)
from 16 departments. These numbers led to poor reliability of the surveys to show improvement.
Furthermore, the physicians and nurses were to participate in the survey during the same time
period, despite every effort to keep on a proper timeline, the decision was made to delay the
physician participation by one month. Therefore, final project results from the postimplementation survey will only show data retrieved from the nurses.
Other limitations were found to be nurse-physician survey fatigue. In the past 12 months,
several surveys were used throughout the medical center to determine actual knowledge base,
skill level, and perception of professional practice qualities for each staff nurse. HET used these
surveys to gauge how close the medical center would be to achieving Magnet®. The
coordination of meetings was challenging to schedule. Nurses and physicians had to schedule a
time to convene around their already demanding workflows. Each department had to find an
appropriate setting, date, and time to meet. Although the physician partners were mandated and
paid for their time, some felt it was infringing upon their work-life balance or would impact their
time with their patient workloads.
Other factors not realized at the start were the high number of travel nurses throughout
the medical center. On any given day, the medical center would use approximately 20% travel
nurses to maintain adequate staffing ratios. Every three months, there was a 10% turnover rate of
these travel nurses impacting efforts to achieve project buy-in. By the time the travel nurse
understood the project concepts of true collaboration, their contract would end.
Data retrieved from the staffing office and HR did not have adequate details to
specifically learn why nurses would choose to leave the organization and could not be used to
improve the recruitment and retention of nurses. Due to a lack of clear instructions, the data

IMPROVING NURSE-PHYSICIAN COLLABORATION

47

required to assess retention was not retrieved. Several requests were made to obtain this
information. Eventually, only half of the data requested became available.
No other organization within the Kaiser system had ever attempted this type of unit-based
multidisciplinary structure. There was not an established process or guide to pattern triad
workflows. Having a nurse and a physician spend time together on an equal level to reach a
common goal was a huge step. The triad concept, based on Simmel’s triad model, was a new
conceptual thought process to support an existing framework previously used, which
unfortunately was not sustainable. Kanter’s theory of empowerment was introduced to broaden
and reinforce the project's foundation and eventual reach and create a stable platform for the new
triad structure. Ultimately, the process was successful in that many of the triads were functioning
and reporting success via the on-line share point access site. HET continued to support the
initiative as they have mandated the unit-based triad be adopted as a standard practice quality
improvement process. According to Johnson and Kring, (2012), collegiality between nurses and
physicians is the foundation of true collaboration for the delivery of quality and safe patientcentered care.
Conclusion
As nurses continue to expand their professional roles and scope of practice, greater
responsibility is placed on the organization to ensure closure of the historical gap between
professions. As the landscape of healthcare evolves, reform in the collaborative process will
provide nurses and physicians a platform to bridge the gap of identified differences and begin
appropriate communication within the clinical setting. Organizational leadership support starting
at the executive levels is imperative to the initiation and sustainability of true professional
collaboration.
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Healthcare organizations are encouraged to develop an atmosphere where nurses and
physicians can come together to discuss and resolve concerns for a healthier workplace. There
can be a strong sense of ownership perceived by both professions when there is continual
engagement in the unit-based triads, and the influence is felt throughout each specific
department. Interprofessional engagement activities bring a renewed focus on the patient care
experience. Reimbursement is tied to patient satisfaction and care experience. Medical errors,
poor patient outcomes, and increasing nurse vacancy rates can be reduced when nurse-physician
collaboration is realized (Hayes et al., 2010; Kruse, 2015;).
The importance of open communication between nurses and physicians is essential to the
advancement of patient care quality and safety and the healthcare system at large. The patient's
healthcare experience is directly affected by the perception of nurse-physician collaboration.
Each profession has an ethical duty to ensure that safe quality care is provided to every patient
every time. Moreover, continued organizational leadership support of nurse-physician
collaboration is paramount for patient wellbeing and overall financial health of the healthcare
system.
Collaborative practice has been associated with decreased mortality in critical care
settings, increased job satisfaction, reduced turnover, and thus reduced costs in healthcare
institutions. Conversely, negative physician-nurse interactions may result in delays in
patient care and recurrent problems ineffective team functioning (Hughes & Fitzpatrick,
2010 p. 625).
Primary care providers must adhere to appropriate communication practices to foster
strong positive workplace relationships. Strategic efforts can be embraced and ratified within the
healthcare system to begin and sustain effective collaboration between nurses and physicians.
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Recommendations
According to Matzke, Houston, Fischer, and Bradshaw, (2014) highlighting knowledge
and skillsets to improve communication between the nurse and physician will ultimately result in
the comprehensive promotion of collaboration for the decision-making process regarding the
patient's plan of care. As this is realized, the patient's perception of being well cared for will
improve.
As the implementation of PCI becomes standard practice, an increased focus on specific
unit-based triad perceptions of communication should be used as the direct measurement of
quality improvement and its outcomes. As the triad nurse and physician are exposed to learning
objectives for building a structure supporting teamwork, the unit-based triad will adopt and adapt
innovative processes to change the culture as a reflection of their profession's ethical values for
the pursuit in achieving true harmony (Bowel et al., 2016).
To conclude, the empowerment of nurses to support perceptions of equal footing with
physicians, will change the existing atmosphere of disdain or working together but separately,
such as co-existing for an example, to foster secure feelings of worth for best practices in
collaboration with their physician partners. In addition, both professions will perceive an
infusing of professional engagement to ensure a positive and healthy work environment.
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Appendix B
Evaluation Charts
Citation

Conceptual
Framework

Boev, C., & Kanter’s
XiaXia, S.
theory of
(2015)
structural
empowerment

Design/
Method

Sample/
Setting

Variables
Studied and
Their
Definitions

Measurement

Data Analysis

Findings

Appraisal:
Worth to Practice

Longitudinal
study and
secondary
analysis of
nurse
perception
data.

Original study
750 bed
university
Magnet
hospital in
western New
York. 4 ICUs
surgical,
medical, burntrauma,
cardiovascular;
671 nurses
perception
surveys
collected.

VAPs
(Ventilatory
Associated
Pneumonia),
CLABSI
(Central Line
Associated
Bloodstream
Infections).

Nursephysician
collaboration
measured in
original study
using CSACD.
Likert scale
adjusted from 7
points to 6. (1)
strongly
disagree to (6)
strongly agree.
Mean
collaboration
score calculated
for each nurse.
Response rate
of 96%

SAS Version 9.3
software used to
data analysis.
Data expressed as
mean and
standard
deviation.
Statistical tests 2sided. P values
less then -05
considered
significant.
Evaluation of
collaboration data
by CSACD

Nurse-physician
collaboration was
significantly
related to
CLABSI/VAP
rates. Results
showed nursephysician
collaboration is
inversely related
to VAP and
CLABSI.
resulted in
improved quality
and financial
outcomes that
transformed the
culture of an
entire
organization

Strengths: Provide
preliminary support
for the relationship
between nursephysician
collaboration and
HAI (Hospital
Acquired Infections)
in critical care areas.
Limitations:
Original study
conducted at a single
institution. Requires
external validity.
Critical Appraisal
Tool & Rating:
JHNEB: III, B
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Framework

Design/
Method

Breau, M.,
&
Rheaume,
A. (2014)

Expanded
CrossVersion of the sectional
Nursing
study
Worklife
Model
(Laschinger,
2008; Leiter
& Laschinger,
2006;
Manojlovich
& Laschinger,
2007)
Kanter’s
Theory of
structural
empowerment
(Kanter,
1993)

Sample/
Setting

133 ICU
nurses across
Canada
Sample size
targeted from
Tabachnick
and Fidell’s
(2006)
guidelines

Variables Measurement
Studied
and Their
Definitions
Work environment
measured by (PESNWI, Lake, 2002)
a 31-item
instrument A
Likert scale degree
from strongly
disagree (1) to
strongly agree (4).
Nurse perception
of empowerment
measured by
(CWEQ-II
Laschinger,
Finegan, Shamian,
2001) Likert 5point scale. Job
satisfaction
measured by 20item (MSQ Weiss,
Dawis, England,
Lofquist, 1967)
Likert scale from 1
to 5 dissatisfied to
very satisfied.
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Data Analysis

Findings

Appraisal:
Worth to Practice

Descriptive
analysis
performed using
central tendency
and dispersion.
One-way
ANOVA and ttests used to
examine
differences in
demographics.
All data analyzed
with SPSS
version 20, being
possible to form
three themes,

Empowerment in
the workplace
among nurses
affect job
satisfaction, intent
to leave, and
perceived quality
of care. Nurses
who perceive
work
environment is
healthy when
greater access to
empowerment
exists.

Strengths: Nursing
Work-life Model is
relevant to ICU
nurses. Highlights
empowerment
strategies to allow
for healthy
workplace.
Limitations: Nature
of study design
(Cross-sectional).
Differences in
hospital and unit
management and
structure. Urban vs.
rural. Self-selection
bias many have
occurred.
Critical Appraisal
Tool & Rating:
JHNEB: III, A
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N/A
McIntosh, G.,
Hemrajani, R.,
Yen, M.,
Phillips, A.,
Schwartz, N.,
& ... Dow, A. W.
(2016).

Crosssectional
Design
study
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Sample/
Setting

Variables
Studied and
Their
Definitions

Measurement

Data Analysis

Findings

Appraisal:
Worth to Practice

779-bed
tertiary care
teaching
hospital,
mid-Atlantic
region, US

Multiple
parts study;
14-item IPC
scale for use
in evaluating
healthcare
professionals
working in
in-patient
areas.
Demographic
questionnaire
data includes:
gender, age,
years of
service,
number of
patients cared
for per day

IPC/interprofessional
collaboration
measurement in three
sub-scales:
communication,
accommodation, and
isolation. Compared
scores from each
domain with
(MANOVA) and
Tukey’s Honestly
Significant
Differences

Data collected
multiple times
between June
2014 March
2015. Chisquare tests and
t-tests.
Results: Overall
average IPC
score of 48.6 +
9.2. All analysis
was performed
using SAS
software
version 9.4

Pairwise
comparisons
revealed sum
scores of nurses
significantly
lower than
resident
physicians
(p=0.0003) and
attending
physicians
(p=0.0043).
MANOVA
results implied
the three domains
were significantly
lower with nurses
(Wilk’
Lambda=0.69,
p<0.0001)
Consistent
difference
between nurse
and physicians in
perceptions of
IPC

Strengths: Notable
geographic
dispersion of patients
over internal
medicine service line
Limitations:
Perceptions may not
represent a true state
of collaboration.
Nurse was low; bias
may be possible; IPC
study did not
undertake to measure
all factor which
could influence
perceptions of IPC
Critical Appraisal
Tool & Rating:
JHNEB: III, A

IMPROVING NURSE-PHYSICIAN COLLABORATION

Citation

Conceptual
Framework

Design/
Method

Sample/
Setting

Brown, S.,
Lindell, D.,
Dolansky,
M., &
Garber, J.
(2014)

N/A

Descriptive
correlational
study

231
Registered
Nurses from a
tertiary
hospital in the
US

Variables
Studied
and Their
Definitions
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Measurement

Data Analysis

Nurses’ Professional Data collected
Values were measured over a twoby the NPVS-R first week period
introduced in
and processed
2000. NPVS-R is a through SPSS.
26-item Likert-type
instrument derived
from the 2001 ANA
Code of Ethics and
Interpretive
Statement. Scores
ranging from 1 (not
important) to 5 most
important). No
reverse scoring
required. Final
scores range from 26
to 130. Cronbach’s
alpha reliability
was .93
Nurses’ attitudes
toward nursephysician
collaboration was
measured by the
Jefferson Scale of
Attitudes towards
Physician-Nurse
Collaboration

Findings

Appraisal:
Worth to Practice

Significant
positive
relationship found
between nurses’
professional
values improved
attitudes towards
physician
collaboration.

Strengths: Findings
illustrate the benefits
of highly
collaborative
interprofessional
teams is key
Limitations:
Convenience sample
from one
organization with
response rate of
13%. Data related to
Jefferson Scale were
mildly skewed and
destroyed kurtosis.
Organization has
made teamwork,
interprofessional
collaboration a
priority which may
affect
generalizability.
Critical Appraisal
Tool & Rating:
JHNEB: III, B
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Citation

Conceptual
Framework

Gonzalo, J., N/A
Himes, J.,
McGillen,
B., Shifflet,
V., Lehman,
E. (2016).

Design/
Method

Sample/
Setting

Prospective
crosssectional
assessment

Large 501 bed
academic
acute-care
medical center
in
Pennsylvania;
all patients; 18
units from
November
2012 to
October 2013;
29,273
patients
assessed in
1,241 unitdays
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Variables Measurement
Studied
and Their
Definitions
Hospital wide census
audit tool to assess
bedside
interprofessional
rounds (BIR).
Primary outcome
(Percentage of BIR)
calculated as sum of
all patients receiving
BIR divided by the
sum of unit census
from all audits each
day multiplied by
100%

Data Analysis

Findings

Appraisal:
Worth to Practice

Descriptive
statistics were
used to report
characteristics
of each unit,
census, BIR
frequency. Data
analyzed using
SAS 9.4

Variation of
bedside
interprofessional
rounds was more
attributable to nit
type and
perceived support
compared to
spatial or
relationship
characteristics of
providers (74% of
BIR average
completion) BIR
occurred more
frequently in ICU
due to
environment

Strengths: Internal
data; strong
oversight; clear
vision; promotion of
optimal work
performance
Limitations:
Data obtained from
subset of patients
with different case
mixes;
organizational goals
related to BIR
benchmarks, possible
bias; technical
difficulties; Old data
may not be
applicable to currentday settings
Critical Appraisal
Tool & Rating:
JHNEB: III, B
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Citation

Conceptual Design/
Framework Method

House, S.,
& Havens,
D. (2017).

N/A

Sample/
Setting

Systematic 16 studies
Review
reviewed. 10
descriptive; 2
qualitative; 1
case studydescriptive; 1
correlational;
1 quasiexperimental;
1 Longitudinal
design (2-yr)
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Variables
Studied and
Their
Definitions

Measurement

Data Analysis

Findings

Appraisal:
Worth to Practice

Implications for
more
interprofessiona
l educational
courses and
more
interventions
focused on
ways to
improve nursephysician
collaboration.

Studies used
different
measurements for
perceptions of
nurse-physician
collaboration.
Psychometric
properties of the
instruments used
were established
and documented.
This review used
the Jefferson Scale
of Attitudes
towards PhysicianNurse
Collaboration a 15item survey. A 4poing Likert scale
of (1) strongly
disagree to (4)
strongly agree.

Data tables
constructed using
Cochrane Public
Group extraction
tool. Results
synthesized by
data tables, vote
counting to
identify main
findings and
themes across
studies. Quality,
reliability,
validity,
appropriateness
of measurements
assessed by
Cronbach’s a of
least .70.

Consistent with
prior systematic
review conducted
by Tang et al
reporting nurses
had a more
positive attitude
towards a desire
to collaborate
with physicians.

Strengths: Included
studies conducted on
a variety of clinical
unites allowing
readers to objectively
review nursephysician
collaboration across
different practice
settings.
Limitations:
Descriptive studies
reviewed (n=8) 1
hospital, 1 unit, or 1
clinic. Applicability
is considered.
Review may have
excluded some
relevant articles.
Methodological
approach of studies
reviewed may have
bias. No
randomization of
participants.
Convenience
samples used.
Critical Appraisal
Tool & Rating:
JHNEB: III, B
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Citation

Conceptual Method
Framework

Johnson, S., N/A
& Kring, D.
(2012).

Sample/
Setting

Quasi170
experiment nurses
al design
from a
975-bed
Magnet
hospital

Variables
Studied and
Their
Definitions
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Measurement

Data Analysis

Findings

Appraisal:
Worth to
Practice

A 25-item survey.
Likert responses
with Yes/No.
Lippincott Williams
& Wilkins NursePhysician
Relationships
Survey Tool.

SPSS 16 used for
analysis. t-test to
compare means
used. Values of p
less than 0.05
deemed
significant.

Fostering
collegiality
between nurses
and physicians
improves
collaboration
and builds
partnerships
ultimately
improving
patient outcomes

Strengths: Supports
continued relationship
building between nurse
and physician. Create
venues for positive
interaction.
Limitations: One
institution used in study,
Critical Appraisal Tool
& Rating:
JHNEB: II B
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Citation

Conceptual
Framework

Design/
Method

Sample/
Setting

Matzke, B.,
Houston, S.,
Fischer, U.,
Bradshaw,
M. (2014).

Team
communication
from a cockpit
model

Quantitative Urban
descriptive acute care
design
facility
perinatal
n=29
nurses and
n=11
attending
physicians

Variables
Studied and
Their
Definitions

64

Measurement

Data Analysis

Findings

Appraisal:
Worth to Practice

Data taken from
transcriptions
of audio-taped
conversations
and discourse
analysis;
Complete
nurse-physician
conversation
recorded over
2-month period;
20-minute
sessions

Transcript coding
done by two
communication
specialists with
23-years
experienced
communication
specialist; each
conversation
individually read
transcripts to
decipher

Analysis revealed
two patterns:
reliance on other
strategies to
initiate care plans
rather than work
together to
develop; more
than half of the
interactions
considered
effective;
Team-centered
communication
rarely used by
physician (n=14,
12.96%)
physician
dominant
strategies (n=12,
66.67%) Nurse
used queries an
attempt to prompt
physicians to act
(n=12 52.18%)

Strengths:
Emphasized nursephysician
communication and
shared responsibility
encourage to share
knowledge and
expertise when
making care
decisions promote
comprehensive plans
of care
Limitations: Small
sample size; No
nurse midwives
included;
Conversations all
record; could not
pick up emotion
reflected; No followup conversations to
validate and clarify.
Critical Appraisal
Tool & Rating:
JHNEB: III C
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Citation

Conceptual
Framework

Design/
Method

Sample/
Setting

Maxson et
al. (2011).

N/A

NonExperimental
descriptive
study

28 healthcare
professionals
participated in
simulation
training (19
RNs; 9
physicians; 7
surgical
residents)

Variables
Studied and
Their
Definitions

65

Measurement

Data Analysis

Findings

Appraisal:
Worth to Practice

Participants
were given the
CSACD
questionnaire
during 3-points
in the
simulation.
Survey: Likert
scaled from
strongly
disagree to
strongly agree.

Assessed with
nonparametric
univariate
analysis
(Wilcoxon rank
sum test for
continuous data
and Fisher exact
test for
categorical data).

Team simulation
participation and
training improved
interprofessional
collaboration
between nurse
and physician
enhancing patient
care and
outcomes

Strengths: High
fidelity simulation
team training
increases awareness
of barriers for
communication and
improves
collaboration for
patient care decisionmaking processes
Limitations: None
Critical Appraisal
Tool & Rating:
JHNEB: III B
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Citation

Conceptual Design/
Framework Method

Sample/
Setting

Severson,
M., Maxson,
P.,
Wrobleski,
D., Dozois,
E. (2014).

N/A

Convenience
sample N=28
(nurses, n=19)
(surgeons n=9)
Study
performed in
dedicated
simulation lab;
High fidelity
equipment
manikin;
reenactment of
actual scenarios

Descriptive
qualitative
method
examines
simulationbased team
training

Variables
Studied and
Their
Definitions
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Measurement

Data Analysis

Findings

Appraisal:
Worth to Practice

Four criteria:
(credibility,
dependability,
confirmability,
transferability)
to ensure
qualitative
rigor.
Reduction of
data conducted
by identifying
care
consistencies
and meanings
from a volume
of qualitative
materials

Videotaped
debriefing
sessions by
professional
transcriptionists;
Coding system
created to
identify
information about
data

Leadership is key
in support of
continued
expectations on
collaboration and
training; Closed
loop
communication;
clearly defined
roles; develop
situational
awareness.
Approach
effectively
teaches and
improves
interaction and
heightens
experiences and
performance

Strengths: Rigorous
in-depth descriptive
qualitative method
used to examine
results; Staff
members had no
prior experience with
simulation training
Limitations: Study
conducted at a single
academic medical
center with only
those staff members
Critical Appraisal
Tool & Rating:
JHNEB: III B
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Appendix C

Simmel’s Triadic Homophily

(Haung, 2016)
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Appendix D

Adaptation of George Simmel’s Triad Model

(Kaiser Permanente, 2018)
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Appendix E

Collaborative Cure

(Kaiser Permanente, 2010)
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Appendix F
Communication Plan
Stakeholder

Objective of Communication

Medium

Frequency

Audience

HET and Triad
Steering Committee

Present project; Review
objectives; Discuss desired
outcomes and challenges;
Confirm Approval; Create PCI
Charter; desired outcomes
Confirm approval.

Meeting

Once

Medical Center Nurse
and Physician
Leadership

Present project; Review project
objective, goals and
expectations; Establish roles and
review PCI charter; Discuss
challenges and possible
solutions; Socialized open and
end date of presurvey; Open
discussion
Review and formalize PCI
Charter; Review PCI objectives,
Project roll-out, challenges,
delineate committee member
roles; Complete committee
meeting schedules throughout
PCI project: Meetings with HET,
PCI content development and
objective review for general
triad learning sessions
Review survey results; Discuss
objectives; Facilitate unit-base
triad discussions/meetings;
Review PCI Charter:
Roles/expectations, realignment
with goals/outcomes;
Introduce triad methodology and
communication styles; Review
development of SMART goals;
Tips and techniques on project
building/sustainability; Report
out on individual triad
projects/goals/challenges

Nurse
Leader
Luncheon
Meeting

Once

Meeting

Monthly

Members of PCI Triad
Steering Committee

PCI Project
Manager

Monthly
Unit-based
Triad
Meetings

First three to
four months
for support

Department Administrators,
Directors, members of unitbased triads (nurses and
physicians)

Steering Triad
Committee
Lead Project
Manager

Classroom
General
Learning
Sessions

Quarterly1
in last
quarter of
2018 and 4
scheduled
for 2019

All Unit-based Triad
Members

Steering Triad
Committee
Lead Project
Manager

Triad Steering
Committee

Medical Center Unitbased Triads

Medical Center Unitbased Triads

All Chief Executives:
Chief Nurse Executive,
Chief Operating Officer,
Area Administrative Medical
Director, Associate Medical
Center Administrator,
Triad Steering Committee:
Physician, Department
Administrator Nurse LeaderProject Manager;
Department Administrator
Non-Nursing
Nursing Leadership:
Department Administrators,
Directors, Department
Medical Directors

Responsible
Owner
Steering Triad
Committee
Lead Project
Manager

Steering Triad
Committee
Lead Project
Manager
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Appendix G
Gap Analysis

Current State
Gap
1. Poor nurse-physician
communication skill
sets
1.
2. Limited access to
assisting staff to define
common areas of
concern to set SMART
goals to achieve
2.
success
3. Hierarchal barriers
hindering collaborative
environment
3.
4. Lack of leadership
support
5. Stagnant HCAHPS
scores of 3.3 stars and
NDNQI scores just
below national average
6. Nurse frustration with
4.
status quo

Establish triad model Desired State
to assist nursephysician
1. Triad model embraced
communication and
as part of unit workflow
collaboration
to establish appropriate
Train unit-based team
level of communication
to function in a triad
2.
Each unit-based triad
group to achieve
regularly meets to
SMART goal setting
determine if SMART
Triad membership
goals are being met and
eliminates hierarchy to
what other
provide environment
communication areas
where everyone has
need improving
equal opportunity to
3.
Each unit-based triad
share concerns and
member displays an
ideas.
equal accountability to
HET to approve and
decision making and
sanction triad model
practice change
for project
4.
HET’s continued
5. Show value in
involvement in project
member participation
and ensuring complete
of triad group to assist
support
in improving staff and
5.
Improvement in overall
patient satisfaction and
HCAHPS and NDNQI
their health outcomes
scores
6. Empowering nurse
6.
Nurse engagement
engagement
reports improved due to
attitudes of established
empowerment
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Appendix H
Work Breakdown Structure

Planning

Content
Development

Supplies and
Technology

Attendees

Budget

Presentation of
Project to MCAT

Development of
Charter;
SurveyMonkey®
Content

Projector,
Microphones, and
Cords

Invitations
Distributed of Meeting
Schedule (16 triads)

Obtain Approval for
all Mandatory
Learning Sessions

Obtain MCAT Support

Analysis of Survey
Scores

Educational Packets

Acceptance of
Meeting/Learning
Session

Employees to be
Scheduled for
Education Time

Secure MCAT Funding

Research Finalized for
Educational Content

Slack Application
Download to Smart
Devices

Track Attendees Signin Sheets

Funding for Physician
Partnership, Nurse,
Admin Support,
Consultant

Dvelopment,
Distribution of
SurveyMonkey®

Development of
Curriculum

Build out of
On-line Share Point

Add Learning Session
Material onto PCI
Triad Sharepoint

Plan Learning
Sessions for 2019
Calendar year

Secure Classroom
Space and Presenters

Review
Communication Work
Styles

Web-Ex Development
for Share Point Users

Secure Dates, Time,
Classroom for PCI
project Kick-off

Review of Process
Mapping, Use of
SMART Goals

Supplies, Food,
Presenters
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PROFESSIONAL
COLLABORATION
INITIATIVE
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Appendix I
GANTT Chart

(An RN-MD Collaboration)
Progress Score Card
Professional Collaboration
Initiative
0.0 Pre-Implementation
0.1 Meeting with Inpatient Care
Experience team to address
HCAHPS and NDNQI

Progress

Action Accomplished

Next Action Step

Barriers

Recognized that gap and
previous failures due to
volume of work and
covering multiple units
was too much

Create team model to
address gaps

Lack of department DAs. No
time allotted for physicians.
Lack of support person to
manage grievances/
complaints led to burnout

Hire a DA

1

Justification for DA to
support PCI Program
Manager

0.3 Partner with nursing leaders
to engage frontline RNs

1

DA's dedicated to each
department.

Engage DA's

Actual
Date

1/1/18

1/10/18

5/1/18

7/9/18

2/1/18

6/15/18

1

1

0.2 Identification of
administrative inpatient support

Due Date

Limited candidates qualified
to support project

No nursing union contract
since 2010.
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0.4 Care Experience department
support for physician business
plan
1

Brought to MCAT for
approval and received 4
hours per month for
physician champions

Discuss with Chiefs to
find physician
champions and
develop job description

1

Post position and host
panel interviews

Narrow down
candidates and hire

Outreach to each Chief to
find physician champions
to cover each department

Discussion with
physician champions to
discuss role

Design of Survey from
region

Share with department
leaders. Owned and
maintained by Joyce
Leido

How to send out. Staff no KP
email access at home. Survey
Monkey management

Set up date and
location for DA kickoff

Meeting times and location
for preparation and DA's.
Clerical support for
invitations and follow-up

0.5 Expand Support for project

0.6 Identify physician
champions and job description
1

1.0 Design and Implementation
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No administrative support for
meetings or documents
2/1/18

3/1/18

5/1/18

5/1/18

1

1.1 Implement Survey Monkey
1

1.2 Create presentation for
department leadership
1

Create presentation to
share the "why" and RN
MD collaboration model

Beginning
of Quarter
3

7/1/18

7/1/18

6/28/18
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1.3 Meeting with department
leadership (DA Kickoff)

1

1.4 Survey Monkey for Nursing
1
1.5 Survey Monkey for
Physicians

Collaboration kickoff
meeting for DA's

Roll-out survey to all
departments

Computer access for survey,
staffing coverage for nurses
to complete survey

7/1/18

7/9/18

Sent out survey for
nursing

Present survey to Chief
MDs. Follow up with
DAs for completion

No inpatient list of Chief
MDs. Clerical support to
create lists and flyers. Survey
Monkey support

8/11/18

9/1/18

Sent out survey for
physicians

Set hard dates for
completion. Follow up
email/ communication
for completion

No inpatient list of inpatient
frontline MD's. Clerical
support to create lists and
email. Survey Monkey
support

9/5/18

9/19/18

Reach out to Joyce for
final data. Compile and
analyze for themes.

TJC and GACH surveys back
to back delayed work. PM
support to begin analytics.
Survey Monkey
management.
NA

8/1/18

9/19/18

10/29/18

9/12/18

1

1.6 Close survey

Closed survey
1

1.7 Create Charter
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1

Charter created

HET approval
Feedback session for
data presentation with
sponsors and HET

0.50

Created back to back
chart with RN v MD
responses. Highlight most
important responses.

1.8 Compile raw data from
Survey Monkey

PM support for multiple
revisions. Survey support
for updates and specific
requests.

9/20/18
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1.9 Compile Triads

0

2.0 Triad Kickoff

Created spreadsheet.
Outreach to DA's for RN
champions and to Chief
MD's for Physician
champions

Ensure all departments
covered with at least
one RN champion and
one physician
champion

Critical Care areas difficult to
find RN and Physician
champions. Clerical support
for emails and follow-up.

Set date and location

Communicate to triads.
Invitation and flyer
emailed.

Meeting locations for 50+
participants. Clerical support
for emails, invites, lunch
order and questions.

Presentation for survey
results, meeting
guidelines and next steps

Meetings with Triad
oversight to fine tune.
HET approval.

Time for review. Clerical
support for revisions and
presentations.

Presentation for Triads
with leadership and
communication tools

Meetings with Triad
oversight to fine tune.
Outreach to leadership
consultant. HET
approval.

Time for review. Clerical
support for revisions and
presentations.

Communicate to triads.
Invitation and flyer
emailed.

Meeting locations for 50+
participants, Clerical support
for emails, invites, lunch
order and questions

10/29/18

12/1/18

10/25/18

MET

11/1/18

MET

11/6/18

MET

11/6/18

11/20/18

0

2.1 Triad Kickoff - Phase 1
0
2.2 Create presentations for
Phase 1 of kickoff
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0

2.3 Create presentations for
Phase 2 of kickoff
0

2.4 Triad Kickoff - Session 2

Set date and location
0
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2.5 Finalize of presentation with
Health Executive Team
2.6 Meeting with HET to discuss
2019 meeting agenda

2.7 Rehearsal with Triad
Oversight for session one and
two
2.8 Feedback Survey Monkey
for Kickoff sessions

Set date and location

Socialize to MCAT and
sponsors

Meeting time for all
sponsors. Clerical staff for
emails and follow-up.

Before
11/12/18

MET

Work with Robert for
leadership piece of
presentation. PI
models

Meeting time for all
sponsors. Clerical staff for
emails, follow up and
meeting information.

Before
11/30/18

MET

Practice

Meeting time for all sponsors

0

Set date and location.
Rehearsal and
designation of slides

Before
11/12/18

MET

Email to participants

0

Create survey monkey to
participants for kickoff
feedack

11/20/18

MET

Have binder for each
participant with their
leadership style and
participant guide

Pass out at team
meetings since they did
not arrive in time for
kickoff.

Ordering delay. Copies for
guides, putting together
cover sheets. Binders came
after meeting.

11/20/18

MET

Submitted IT request
#REQ0236656

Wait for work order
number

Waiting for IT. Suggestion of
SharePoint as a better
repository

Open

10/25/18

0
Set date and location
0

2.9 Create binders for Triads
0

3.0 Meeting operations
3.1 Submit for shared drive
access to have a central
repository to store Triad
information

77

Create account, clerical
support, follow up emails/
flyers

0

0
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3.2 Create meeting templates
(schedules, sign-in, meeting
minutes, report tool)
3.3 Create master spreadsheet
with department meetings
3.4 Set up shared drive access
for all participants

Socialize to Triads

0

Meeting templates
created and loaded into
department folders

0

Master meeting
spreadsheet created

Request teams submit
meeting dates

0

Submitted IT names,
NUIDs for shared drive

3.5 Set up SharePoint Meeting

3.6 Send Liz SharePoint
requirements

0

3.7 Upload communication and
meeting tools for all teams

0

4.0 Triad meetings
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0

On hold pending SharePoint
build out. Clerical staff to
support Microsoft and data
entry.

11/12/18

MET

Clerical support for data
entry and maintenance.

11/12/18

MET

Await confirmation of
shared drive

Search for NUIDs, Design
access levels (read/write)

11/12/18

MET

Meeting with Liz
Anderson to create
SharePoint

Approve SharePoint
build out.

Limited personnel to support
maintenance and data entry

12/1/18

MET

Sent landing page photo,
templates, folders,
contact information

Await prototype

Limited personnel to support
maintenance and data entry

Upload Leadership styles,
communication tools,
consensus decision
making and completed
presentations to
Sharepoint

Socialize folder to
Triads

12/15/18

Clerical support.
Maintenance support for
SharePoint
11/12/18

MET
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4.1 Central repository templates
0
4.2 Meeting schedule set up
0
4.3 Set up 2019 dates
4.4 Meeting with Robert Weisler
to facilitate session 2

0
0

4.5 Book 2019 meeting dates

0

4.6 Map out 2019 meetings with
approved models
0

4.7 Meet with HET to share
2019 leadership training for PCI

0
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Created meeting
templates and created a
page for each department

Pre-populate
department page

Clerical support.
Maintenance support for
SharePoint

Each department input
meeting dates

Ensure meeting
minutes and action
items addressed postmeetings

Clerical support. Emails for
follow up. Maintenance
support for SharePoint

12/15/18

Meeting with Patsy

Email request to Susan

Unable to book 2North. No
large meeting space.

12/15/18

Meeting to discuss
leadership styles and
models
Submitted to Susan
Holliday 2019 date
requests for 2North. 2/5,
4,2, 6/4, 7/30, 10/1, 12/3

Robert to revise
presentation to include
activities
Pending approval
socialize to team for
2019 agenda

Robert has to rearrange
schedule to accommodate

Create framework of
approved models for
2019 meetings

Create presentations
with Robert. Align with
Erin Jilk teaching RN
leadership.

Clerical support.
Maintenance support for
SharePoint

Present Collaboration
Framework 2019

Send invites, topics and
agenda to Triads

Clerical support. Regular
report out dates.

12/1/18

MET

11/5/18

MET

12/31/19

12/15/18

12/15/18

MET

12/31/18

12/15/18

Meeting restrictions for 2
North. (No regular bookings
and need space for 60+)
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4.8 Evaluate assessment sheets
for leadership working styles
0

5.0 Evaluation of Metrics

Clerical support.
Maintenance support for
SharePoint

Create 10 question survey
specific to RN MD
Collaboration (16, 24, 25)

Survey Management. Clerical
support

0

Send full survey to RN MD
Collaboration

Survey Management. Clerical
support
Survey Management. Clerical
support

0

Create 10 question survey
specific to RN MD
Collaboration with People
Pulse related questions
for Speak Up Index

Review HCAHPS Q3 Q4

PM for data support

0

5.3 Pre People Pulse mini survey
(9 months)

5.4 HCAHPS Quarterly review

Follow up to DA's by
email with missing
Triad members for
kickoff information and
assessment

11/16/18

MET

3/1/19

7/14/19

6/1/19

7/14/19

9/1/19

N/A

0

5.1 Follow up mini survey (3
months)

5.2 Follow up full survey
monkey (6 months)

Calculate and identify
styles. Create
spreadsheet with all Triad
members.
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0

5.5 People Pulse Survey results
0

Only once per year and
results not back till following
year

11/28/18

N/A
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0

6.1 Monthly meeting for Triad
Oversight

0

Set up dates for monthly
2019 meetings

Check calendars and
send invites

Dr. Subject's schedule

6.2 Quarterly report out to HET
for Triad teams.

0

On calendar for quarterly
report out to HET

Get dates from Patsy

None

6.3 SharePoint access (read/
write) for Triad Oversight

0

Request for Read/ write
access for Triad Oversight

Await completion from
Liz Anderson

Liz busy with other projects.

7.0 Interdepartmental
Alignment

0
Continue to partner
with Erin and update
RN MD Collaboration

Triad Steering Committee

0

Meet with Erin Jilk. Share
and align initiatives. Get
required MAGNET
documentation.

Continue to partner
with Care Experience
Team and update RN
MD Collaboration

Triad Steering Committee

0

Meet with Anne LaBorde
and Dr. Der Sarkissian for
HCAHPS and specific
questions to target
Meet with Robert Weisler
for leadership models
appropriate for Triads

Continue to partner
with Robert to create
working sessions RN
MD Collaboration 2019

Triad Steering Committee

7.1 Alignment with MAGNET

7.2 Alignment with Care
Experience

7.3 Alignment with Leadership
Consultant

11/30/18

MET

11/28/18

MET

1/1/19

MET

5/19

5/1/19

5/19

5/1/19

5/19

5/1/19
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Appendix J
SWOT Analysis

Strengths
•
•
•
•
•
•

MCAT Support
Project Management Leadership Team
(Steering Committee Triad)
Project Aligns with Magnet journey goals
Complete buy-in from Departmental Medical
and Nursing Leadership
Education and Guidance directed towards
Department Unit-Based Triads
Standardized Accountability for Triad
meetings, reporting, and SMART goal
setting

Weaknesses

•
•
•
•
•

Opportunities
•
•
•
•
•
•
•

Improvement in Medical Center Patient
Satisfaction and Care Experience Scores
(HCAHPS)
Decrease in Potential Risk or Harm to
Patients
New Culture of Safety
Support Nurse-Physician Communication
and Collaboration
Disseminate Best Practices
Higher Recruitment and Retention Rates
Achieve Positive Interprofessional
Relationships in the workplace

Unit-Based Triads lack consistency in
Members (Complete Representation from RN
Staff)
History of Similar Projects not Sustainable
Steering Committee Triad DAs Limited
Bandwidth
Limited Medical Center Meeting space for 16
monthly Triad Meetings
Unable to Achieve Triad Homophily

Threats
•
•
•
•

Ability of Unit-Based Triad Members to
Coordinate Meeting Date and Times
(Nurses-Physician Schedules)
Loss of Funding due to Healthcare Landscape
Loss/Change in Triad Members Less than the
Two-Year Commitment
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Appendix K
Budget

Triad
Members
MCAT
(Executive Leadership)
Physician
Nurse
Admin Support
IT Support
Department Administrators
Food
Supplies
(Paper, Ink, Staple, Binders)
First Year
Annually

Number Average
Times
of
Hourly
Hours
12
Employees
Rate
Monthly months

Total
Dollars

6
16
32
1
1
16
72

NA
$200
$60
$25
$50
$0
NA

0
4
2.66
2
1
8
NA

4
12
12
4
12
12
4

$0
$153,600.00
$61,286.40
$200.00
$600.00
$0
$4,320.00

NA

NA

NA

NA

$300.00

Times
Annually

Total
Dollars

$0
12 $153,600.00
12 $61,286.40
2
$200.00
6
$300.00
12
$0
2
$2,160.00
NA

$300.00

$220,306.40
$217,846.40

IMPROVING NURSE-PHYSICIAN COLLABORATION

84

Appendix L
RN MD Survey
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.

A nurse should be viewed as a collaborator and colleague with a physician rather than
his/her assistant
Nurses are qualified to assess and respond to psychological aspects of patients’ needs
During their education, medical and nursing students should be involved in teamwork in
order to understand their respective roles
Nurses should be involved in making policy decisions affecting their working conditions
Nurses should be accountable to patients for the nursing care they provide
There are many overlapping areas of responsibility between physicians and nurses
Nurses have special expertise in patient education and psychological counseling
Doctors should be the dominant authority in all health care matters
Physicians and nurses should contribute to decisions regarding the hospital discharge of
patients
The primary function of the nurse is to carry out the physician’s orders
Nurses should be involved in making policy decisions concerning the hospital support
services upon which their work depends
Nurses should also have responsibility for monitoring the effects of medical treatment
Nurses should clarify a physician’s order when they feel that it might have the potential
for detrimental effects on the patient
Physicians should be educated to establish collaborative relationships with nurses
Interprofessional relationships between physicians and nurses be included in their
educational programs
Physicians and nurses have good working relationships
There is teamwork between nurses and physicians
There is collaboration (joint practice) between nurses and physicians
Nurses and physicians plan together to make decisions about care for patients
There is open communication between physicians and nurses about decisions made for
patients
Decision-making responsibilities for patient are shared between nurses and physicians
Physicians and nurses cooperate in making decisions
In making decisions, both nursing and medical concerns about patient’s needs are
considered
Decision-making for patients are coordinated between physicians and nurses
How much collaboration between nurses and physicians occurs in making decisions for
patients?
How satisfied are you with the way decisions are made for the patients, that is with the
decision-making process, not necessary with the decision itself?
How satisfied are you with the decisions made for patients?
Role/Profession
Gender
Department in which you work
What shift worked
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Appendix M
August 2019 PCI: RN/MD Survey
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Appendix N
Unit-based Triad SurveyMonkey®
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Appendix O
July 2019 PCI: RN/MD Survey
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Appendix Q
IRB Approval
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Appendix R
Letter of Support
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